For calculating energy values from concentrations of fat, protein, and lactose in milk we used the energy conversion formula described by Southgate and Durnin.
For calculating energy values from concentrations of fat, protein, and lactose in milk we used the energy conversion formula described by Southgate and Durnin.
I Several conversion formulae have been described: some are based on heats of combustion; others, which represent an attempt at estimating "available" energy, are based on metabolic studies. In infant nutrition available energy from a milk diet is likely to vary with postnatal age, gestational age, and illness: hence it is not always possible to select a suitable conversion formula on physiological grounds. The main purpose of a numerical value for milk energy is to compare milks of different quality. The formula of Southgate and Durnin is convenient since it is popular with nutritionists, and our derived energy values are therefore comparable with those in other studies.
The linear relation between the calculated energy value and the creamatocrit was due to the relative constancy of the energy contribution of protein and lactose in milk: this occurs partly because of the inverse relation between milk protein and lactose concentrations and partly because of the relatively stable concentration of lactose, which contributes much more to total milk energy than the relatively more variable protein concentration. Thus energy variation in milk is nearly all due to variation in fat and hence cream content.
Breakdown of the milk fat globule membrane might theoretically be expected to produce falsely low creamatocrit values, since free fat occupies less space than cream, which contains water. Two factors that might have affected stability of the milk fat globule membrane-namely, milk lipase and temperaturewere considered. Milk lipase is present in sufficient quantities to hydrolyse all the fat in milk and hence destroy the cream layer.8 Milk lipase, however, requires specific activation-for example, by bile8-and is unlikely to be activated in untreated human milk, even if stored at room temperature.9 We have investigated the effects of freezing for up to two months (15 samples) and pasteurisation at 62 5C for 30 minutes (eight samples) on the creamatocrit: neither changed the creamatocrit significantly or measurably changed the layer of free fat that is sometimes seen above the cream layer. Thus the creamatocrit technique may be used on batches of stored frozen samples.
The Summary and conclusions After-exercise thermography of the legs was carried out on 50 patients before undergoing major abdominal surgery (group 1) and on 59 patients before elective hip surgery (group 2). The incidence of postoperative deep vein thrombosis (DVT)-diagnosed by the 1251-fibrinogen uptake test in group 1 and phlebography in group 2-was significantly higher in patients whose after-exercise thermogram (AET) had been abnormal. Out of 19 patients in group 1 and 30 in group 2 with a normal AET, two and nine respectively developed postoperative DVT. Among patients with a unilaterally abnormal AET the Introduction The grey-tone thermogram of the anterior aspect of the raised calf is characteristically cool, with no hot areas (hot spots). The skin overlying the patella and subcutaneous border of the tibia are the coolest areas and the skin overlying the calf muscles the warmest (see fig (a) ). This pattern is accentuated in a normal leg after three minutes of walking on the spot (fig (b) ). In contrast, the after-exercise thermogram (AET) of a leg with phlebographically confirmed chronic venous insufficiency shows a network of linear hot spots crossing the anterior tibia (fig (c) (X2 34-763; P <0001). Treated or untreated varicose veins were present in 31 legs; postoperative DVT developed in 9 (60%) of the 15 for which the AET was abnormal and in 2 (13 %) of the 16 for which the AET was normal (X2= 5-696; P < 0 025). Of seven patients who had a past history of thromboembolism, six had an abnormal AET; of these, 5 (83 %) developed postoperative DVT. GROUP 2 Thirty patients were found to have a bilaterally normal AET, nine a unilaterally abnormal AET, and 20 a bilaterally abnormal AET. Of these, 9 (30 %), 5 (56 %), and 15 (75 %) respectively developed postoperative DVT (X2= 9896; P <0001; see table). Postoperative DVT developed in 15 (22 %) of the 69 legs for which the preoperative AET was normal and in 31 (63 %) of the 49 for which the AET was abnormal (X2= 9-063; P < 0 001). Treated or untreated varicose veins were present in 31 legs; postoperative DVT developed in 14 (88%) of the 16 for which the AET was abnormal and in 6 (40 %) of the 15 for which the AET was normal (X2 = 5696; P <0-025). Five patients, who had previously had well-documented thromboembolism, had a bilaterally abnormal AET; all developed postoperative DVT.
Discussion
An AET is easily obtained and simple to interpret. Since chronic venous insufficiency is often clinically occult the test should be included in the preoperative assessment of all patients undergoing elective surgery who can exercise their legs. As judged from our thermographic criteria some degree of venous insufficiency occurred more often than clinical examination suggested. Moreover, after general surgery most of the thrombi were associated with an abnormal AET. Compared with patients with a normal preoperative AET the risk of developing postoperative DVT after major abdominal surgery was nine times greater in patients with a bilaterally abnormal AET and six times greater in those with a unilaterally abnormal AET. The risk after elective hip surgery was increased two and a half times in patients with a bilaterally abnormal AET and almost doubled in those with a unilaterally abnormal AET. These results suggest that in patients with a normal AET the risk of developing Numbers of patients with thrombosis at various sites after general surgery (group 1) and elective hip surgery (group 2) in relation to appearance of AET Our findings concur with our belief that the AET provides an estimate of the efficiency of the calf-muscle pump and that an abnormal AET indicates some degree of failure. Patients with this condition may well have changes in the vessel walls that predispose to thrombosis, and they may suffer more profound and prolonged postoperative stasis, a long-recognised8 and important facultative factor9-11 in the pathogenesis of venous thrombosis.
Introduction
Acute fibrinous perihepatitis (Fitz-Hugh-Curtis syndrome) has been described as an unusual complication of gonococcal pelvic inflammatory disease that typically occurs in young, sexually active women.1 2 In our experience the disease may not be so rare,3 and may pose considerable diagnostic problems, especially when symptoms and findings are indistinguishable from acute cholecystitis. In difficult cases laparoscopy is an efficient way of establishing the correct diagnosis. Between September 1976 and July 1977 fibrinous perihepatitis was diagnosed by laparoscopy in seven women admitted to the Kantonsspital, Zurich. Four other young women with similar symptoms were found to have diffuse peritonitis without inflammation of the liver capsule.
The unexpected finding of a very high titre to chlamydiae in one of the women without signs of gonococcal infection prompted us to investigate all the patients for gonococcal as well as chlamydial infection, an important cause of nongonococcal urethritis in men,45 and associated with a high proportion of cases of acute salpingitis in women.6 Although no methods for culturing chlamydiae were available then in our hospital, the serological findings in our patients seemed impressive enough to warrant reporting them.
